SIR,-The points raised by Drs E L C Ong and E M Dunbar (30 April, p 1259) have a wider application as illustrated by the following case.
A 39 year old woman from the Indian state of Gujarat presented with a four day history of myalgia, anorexia, sweating, vomiting, and bilateral frontal headache two weeks after entering Britain. There were no respiratory or abdominal symptoms, and her bowel habit was normal. Her husband and three children were all well.
A week previously an abscess on her left index finger had been treated successfully by drainage, and flucloxacillin had been given after a sensitive Staphylococcus aureus was isolated from the site. Two months previously falciparum malaria had been diagnosed and treated successfully with a five day course ofchloroquine followed by primaquine, which she had taken until shortly before leaving India. Her symptoms then were identical with those she now presented with.
She was dehydrated, with a tachycardia of 120 beats/minute, and a fever of 38-8°C. There was no rash, and examination of her abdomen showed no abnormality. A clinical diagnosis of malaria was made, and a blood film was A 20 year old girl with severe cerebral damage after an insulin overdose was admitted unconscious to the intensive care unit. She required artificial ventilation. Nasogastric feeding was started and proceeded uneventfully for three months using a series of 9 guage tubes. Drugs given through the tube included phenytoin, baclofen, dantrolene, and methylcellulose. During the fourth month a tube that had been in situ for 32 days fell out, and the distal end was noted to be missing. An abdominal radiograph showed the broken piece in the right iliac fossa (figure), and it was passed in the stool two days later. Four months later a blockage occurred and the tube was withdrawn. No obstruction was found, but there must have been a functional obstruction as the proximal tube had ballooned to three times its original diameter owing to pressure from the irrigating syringe.
:....
Radiograph of pelvis showing broken end of nasogastric tube
Serious complications from malplacement of nasogastric tubes have been reported,'2 but complications such as we describe do not appear in published reports, though anecdotes from colleagues abound.
Knotting of the tube is likely to be related to the length of tube in the stomach, and care should be taken that the tube is not so long that it forms coils which may precipitate knot formation. Ballooning and spontaneous breakage are more serious complications and imply structural damage to the tube itself, possibly caused by preparations given through the tube or by the acid environment of the stomach. Most manufacturers recommend that tubes are changed every two to four weeks, and in our second case this upper limit had been exceeded by four days. Enteral products and drug additives may block nasogastric tubes because of their viscosity or precipitation.34 Little is known, however, of the structural damage caused to the tube by such products. It is important that the manufacturers' instructions about regular replacement and flushing are adhered to. 
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